MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH ' 63;02415?6

DEPARTMENT CF PUBLIC HEALTH AND WELFARE
. Registration District No. _Z ‘?._.Primlry Registration District No. /M; Registrar's No. 5343'1.21_ STATE FILE NuMBER
DO NOT WRITE AMENDED - = B i . y a

ON.THIS STUB -
B 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before

a. COUNTY JacksOn a. STATE Kansas b. COUNTY Wyandottédmi“im)

b. C‘I)'I;! {If outside corporate limits, give TOWNSHIP only) Length of stay in 1b <. COI'I'Y 5‘ Insida Limits
. R
iown Kansas City 2 years TOWN ansas City Yoo O No [
c. FULL NAME GF {If NOT in hospital, give location) Inside Limits d. STREET {If cutside, give location) Retide on Farm
HOSPITAL OR N . ADDRESS s N
instiution New Hope Nursing Home Yesg) No[l 39 Summitcrest Drive | ven mwon

3. ":AME OF .DE)CEASED First Middle Last 4, DOAJQ Maonth Day Year
ype or prin
Roy V. Blakeley veath  June 8, 1963

0o 5, SEX 6. COLOR OR RACE 7. MaorriedX] Mever Married (] |8. DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR

VS5 300
. Rev. 4/59

1

N

DATE AMENDED

Male white Widowed [ Diverced (3 7-30-’96 66 Months | Days HoursW

10a. USUAL OCCUPATICN {Give kind of work done { 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE {City and stete or country) | 12, CITIZEN OF WHAT COUNTRY

during most of working life, even if retived) Thomas Murphy col Nebra Ska USA

n
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME T4, NAME OF HUSBAND OR WIFE

Frank Blakeley Ida Lester ' Mary J, Blakeley

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16, SOCIAL SECURITY NO. | 17. INFORMANT Address

{Yes, no, or unlmomw) {If yas, give war or dates of serv] Mary J . Blakeley _39 S i t.crest.Dr—K c

18. CAUSE OF DEATH (Enter only one cause per line e r INTERVAL BETWEEN
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH

\MMEDIATE CAUSE (o} Coronary Insufficiency ?

7 /

2o |

DOCUMENT

Canditions, if any,]  DUE TO (b) Generalized Arteriosclerosis
which gave rise to

sbove cause (a},

stating the under- R .

lying  cause last. DUE TO () _- : - e

PART 1l. OTHER SIGNIFICANT CONDITIONS CONTRIBUT[NG TO DEATH but not related to the terminal PART Ill. If deceased was female wa
disease tondition given in PART | (a) thers a pregnancy in last 90 doys.

I [ Yes ’ O Neo I 0 Unknown
19. WAS AUTOPSY 208. ACCIDENT SUICEl]DE HOMEl’ClDE 200, DESCRISE HOW INJURY OCCURRED. (Enter nature of injury In PART. | or PART Il of item 1B.)
PERFO -0

RMED?
YES3 NOO

T0e, TIME OF  Woul . Monih, Day; Year |
INJURY  aim.
p-m.
20d. INJURY OCCLIRRED 0. PLACE OF INJURY {e.g., in ar sbout home, | 201, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [ farm, factory, street, office bidg., atc.)

p NOT WHILE AT WORK [ ,
21. I attended the deceassd from 6-1- 63 to. 6"8 _63 and Last saw h|m alive on 6 1_63
Death occurred at. 11300 A m on the date stated above, and to the best of my knowledge, from the causes stated.
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MEDICAL CERTIFICATION

I +4

{Degree or titls) - 22b. ADDRESS 22¢c. DAYE SIGNED

M.D. . 1401 S.W. Blvd.-K.C.Ks, |6-11-63

23b. DATE 23c. NAME OF CEMETERY OR CREMATORY .23d. LOCATION (City, tewn, or county) (S1ate)

ral | 6-11 Memorial Park Kansas Gity, Kansas
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG. ws‘W X
Gibson & Son Kansas City,Ks. 6-/2- 63 - —"""”}%

1

USE BLACK INK
OR
TYPEWRITER RIBEON

SHOULD READ

BY AFFIDAVIT OF .

ITEM NO.

[Licensed Embalmer’s Statement on Reverss.Side)




. STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student.

Signature of Student Embalmer

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HAN.DWRITING (Fallure to comply

L sty

with the above constitutes grounds for revocation of license). .
If embalmed by a STUDENT, he also shall sign in his OWN handwrmng T
If this body is not embalmed fact should be so stated above. .‘




